INTRODUCTION
Schwannoma also called as neurilemmoma, neurinoma and perineural fibroblastoma is a solitary, slow-growing, benign neural tumor. It was first described by Verocay in 1908. [1] [2] [3] [4] They can arise from cranial, peripheral or autonomic nerves. [5] Extracranial schwannoma is common in the head-and-neck region with the rate of occurrence of 25%-40% whereas intraoral occurrence is only about 1%.
CASE REPORT
A 43-year-old man presented to the outpatient clinic with complaints of swelling in the oral cavity and discomfort during swallowing for the past 1 month. He complained of pain only when the lesion was poked. There was no history of paraesthesia. Medical history was noncontributory. Inspection of the oral cavity revealed a solitary sessile swelling of size 2 × 2 cm and oval in shape in the region of the right soft palate extending into the hard palate. Surface of the mucosa over the swelling was smooth, with mild erythema on the superior surface. The margins were well defined with no evidence of any secondary changes. On palpation, it was nontender and firm in consistency [ Figure 1 ]. The regional lymph nodes were not palpable. A provisional diagnosis of benign salivary gland neoplasm probably adenoma was made. The probable differential diagnoses considered were fibroma, neurofibroma, retention cyst and infected palatal cyst. Further investigations were done. Intraoral radiograph in the region of the left upper posterior teeth did not reveal any significant pathology [ Figure 2 ]. Occlusal radiograph [ Figure 3 ] and orthopantomograph [ Figure 4 ] showed the presence of a periapical radiolucent lesion in relation to nonvital left upper central incisor. No features of erosion of the palatal cortex were noticed in the occlusal radiograph and orthopantomograph. Contrast computed tomography (CT) revealed enhanced soft tissue density with attenuation of +30 Hounsfield units in the left posterior palate region suggestive of a soft tissue mass probably of muscular or neuronal origin [ Figure 5 ]. Incisional biopsy was done, and the tissue was sent for histopathological examination. Histopathological examination revealed the presence of characteristic Antoni A and Antoni B areas blending imperceptibly [Figures 6 and 7] . Antoni A areas were composed of compact spindle cells with wavy nuclei and indistinct cytoplasmic borders. They were arranged in short bundles or interlacing fascicles. Highly differentiated Antoni A areas with nuclear palisading, whorling of cells and Verocay bodies were also observed, Verocay bodies are two compact rows of cells with well-aligned nuclei separated by homogeneous eosinophilic areas. Antoni B areas were less orderly and less cellular. The spindle or oval cells were arranged haphazardly in the loosely textured matrix composed of delicate collagen fibers. Mild, diffuse inflammatory cell infiltrate is seen. An immunohistochemical examination of the tumor showed strong and uniform positivity with S100 antigen [ Figure 8 ]. Clinical behavior, histopathological findings and immunohistochemistry confirmed the diagnosis of schwannoma.
The lesion was removed under general anesthesia [ Figure 9 ]. Gross inspection of the lesion revealed a grayish, well-circumscribed mass, approximately 3 cm × 2 cm × 2 cm in size [ Figure 10 ]. Histopathology of the excised specimen also confirmed as schwannoma. After 6 months of follow-up, no evidence of recurrence was detected.
DISCUSSION
Schwannoma also called as neurilemmoma, neurinoma and perineural fibroblastoma is a solitary, slow-growing, benign neural tumor. It was first described by Verocay in 1908. [1] [2] [3] [4] The tumor is derived from Schwann cells which produce the myelin sheath covering the peripheral nerve. They can arise from cranial, peripheral or autonomic nerves. [5] They are usually encapsulated, generally asymptomatic and composed of Schwann cells. Schwannomas are present outside the nerve. As the tumor enlarges, it causes displacement and compression of the nerve of origin. [6, 7] Although it can occur at any age, they are more common around the second to the third decade of life. Literature shows more female predilection, but the present case was occurred in a male patient. Extracranial schwannoma is common in the head-and-neck region with the rate of occurrence of 25%-40% whereas intraoral occurrence is only about 1%. [8] Oral schwannomas are usually present in the soft tissue, more commonly the tongue, followed by palate and buccal mucosa and may have clinical features similar to other benign lesions such as mucocele, fibroma, neurofibroma, lipoma and benign salivary gland tumor. [6, 9] On occasion, if the tumor arises centrally within the bone, they may produce bony expansion. Intraosseous schwannomas are most common in the posterior mandible and usually appear as either unilocular or multilocular radiolucencies on radiographs. Pain and paresthesia are not unusual for intrabony tumors.
Patients with multiple nerve schwannomas should be evaluated for von Recklinghausen's disease. Asaumi et al., [10] in their study, described that ultrasonography, CT and magnetic resonance imaging may be helpful as a diagnostic and treatment tool, for the estimation of tumor margins and the determination of infiltration to surrounding structures. In this case, contrast CT revealed enhanced soft tissue density with an attenuation value of +30 Hounsfield units in the palate with no infiltration into the surrounding tissues. Schwannomas are histopathologically characterized by a mixture of two patterns of tissue growth, namely, Antoni type A and B. Antoni A type is made up of spindle-shaped Schwann cells which are aligned to form a characteristic palisading around Verocay bodies. Verocay bodies are central acellular eosinophilic, hyaline structures which consist of reduplicated basement membrane and cytoplasmic processes. [11] Mitotic figures are occasionally present. Antoni B tissue does not exhibit this characteristic palisading. It demonstrates disorderly arrangement of cells and fibers in a loose myxomatous stroma. Ancient schwannoma is a rare type of schwannoma in which degenerative changes can be noted. These changes consist of cyst formation, necrosis, hyalinization, hemorrhage, hemosiderin deposits, inflammation, fibrosis and nuclear atypia. [12] The immunohistochemical markers S100 are used in most cases to confirm the Schwann cell origin of these tumors and confirm diagnosis. [13] Local excision is the treatment of choice. The nonencapsulated form requires a margin of normal tissue, and careful separation from the involved nerve is also necessary to preserve normal function. [2, 7, 9, 14] Although recurrence is rare, malignant transformation of a benign schwannoma is also reported. [15, 16] The prognosis is good.
CONCLUSION
Schwannoma is present as a slow-growing painless swelling in the oral cavity not often encountered in clinical practice. This submucosal lesion must be differentiated from other benign lesions that also appear in the same region. Prognosis is good and recurrence is rare.
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